In The Lancet, Fiona Charlson and colleagues 3 aimed to improve estimates of the burden of mental health problems in conflict settings first by synthesising prevalence estimates of mental disorders in conflictaffected populations globally. These prevalence estimates were based on 129 studies (430 estimates from 39 countries) conducted within 10 years of a major conflict. Exceptions are prevalence estimates for schizophrenia and bipolar disorder, which, because of the shortage of studies, were based exclusively on the global mean estimates from Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) 2016. Next, for depression and anxiety disorders, the authors were able to estimate the burden in conflict settings by using age-adjusted prevalence weighted by predetermined disability, 4 resulting in years lived with disability (YLDs). Post-traumatic stress disorder-associated burden was derived exclusively from prevalence estimates, as disability weights for post-traumatic stress disorder (until recently considered a type of anxiety disorder) were not available from GBD 2016.
There are several strengths of the approach taken by Charlson and colleagues. The study avoids the common limitation of restricting focus to one type of disorder (post-traumatic stress disorder). Also included are other anxiety, depressive, schizophrenic, and bipolar disorders, as advocated by the scientific and practitioner communities, when the goal is to provide support in acute and protracted emergencies. 5 In addition, the authors should be commended for framing their results with the clear intention of informing practice, by considering comorbidities and describing prevalence estimates by disorder severity (mild, moderate, or severe). This strategy is of high clinical and public health relevance, and consistent with practice guidelines. 6 Although these estimates make a crucial contribution to our knowledge of the burden of mental disorder in conflict-affected populations, limitations exist. First, cultural variation in case definition, changes in diagnostic criteria, and measurement variability might have affected prevalence estimates. Such contextual 7 and methodological 8 heterogeneity has been evident in the wide variation in prevalence estimates of psychiatric disorders found across existing studies, usually of non-representative samples, comprising individuals exposed to a wide range of traumatic events. 9 Second, the scarcity of data in conflict settings forces exclusive reliance on GBD 2016 estimates (eg, of schizophrenia and bipolar disorder) or even exclusion of important aspects (eg, alcohol use disorder). Finally, even if methodological problems could be resolved and uniformly pristine prevalence data were available, limitations would still apply to estimates of burden. In this case, the disability weights used to derive YLDs, although improved, 10 are based on a proxy: GBD 2016 disability weights. Such weights might not reflect mental disorder-related disability in conflict settings as those probably differ 11 from disability in non-conflict contexts.
The suboptimal nature of the available data needs to be weighed against the demand by policy makers for information about these complex conditions. Of ultimate importance is clarity when reporting by indicating exactly what data are used for each estimation. The next meaningful steps require investing in strategies that improve the accuracy of local estimates by considering sources of variation relevant to conflict settings. Systematically incorporating information about contextspecific exposures and supporting culturally meaningful measurement of disorders and disability might considerably improve the accuracy and local relevance of the estimates produced. A more distant goal, but one of high impact, is to incorporate information about resilience.
12 Individuals who stay disorder-free in extreme adversity can teach us powerful lessons about how best to alleviate burden in conflict settings.
The many challenges inherent to generating information capable of guiding policy in the absence of reliable data need to be balanced against the alarming need suggested by current estimates: the prevalence of mental disorders (depression, anxiety, post-traumatic stress disorder, bipolar disorder, and schizophrenia) was 22·1% (95% uncertainty interval 18·8-25·7) at any point in time in the conflict-affected populations assessed and the burden is substantial. Work towards producing more accurate estimates needs to continue. Improved estimates can guide strategic implementation of services and more effective allocation of scarce resources. Notwithstanding its limitations, current estimates warrant greater investment in prevention and treatment of mental disorders in conflict-affected populations. 
